The field of health promotion has arguably shifted over the past thirty years from being socially proactive to biomedically defensive. In many countries this has been accompanied by a gradual decline, or in some cases the almost complete removal of health promotion designated positions within Government health departments. The language or discourse used to describe the practice and discipline of health promotion is reflective of such changes. In this study, critical discourse analysis was used to determine the representation of health promotion as a practice and a discipline within 10 Australian Government weight-related public health initiatives. The analysis revealed the invisibilization of critical health promotion in favour of an agenda described as 'preventive health'. This was achieved primarily through the textual practices of overlexicalization and lexical suppression. Excluding document titles, there were 437 uses of the terms health promotion, illness prevention, disease prevention, preventive health, preventative health in the documents analysed. The term 'health promotion' was used sparingly (16% of total terms), and in many instances was coupled with the term 'illness prevention'. Conversely, the terms 'preventive health' and 'preventative health' were used extensively, and primarily used alone. The progressive invisibilization of critical health promotion has implications for the perceptions and practice of those identifying as health promotion professionals and for people with whom we work to address the social and structural determinants of health and wellbeing. Language matters, and the language and intent of critical health promotion will struggle to survive if its speakers are professionally unidentifiable or invisible.
disease (Porter, 2007) . The contrasting foci of health promotion in these documents are consistent with critical and traditional health promotion respectively (Gregg and O'Hara, 2007; O'Hara et al., 2015) . Critical health promotion (Ferreira and Castiel, 2009; Simpson and Freeman, 2004; Taylor et al., 2014) is 'underpinned by values and principles of social justice, equity, holistic and ecological conceptions of health, empowerment, participation, salutogenesis, and evidence-based practice' (Tretheway et al., 2015) (p. 1). Traditional health promotion is underpinned by biomedical and behavioural models of health and health improvement (Baum, 2008; Robison and Carrier, 2004) . The shift from critical to traditional health promotion that was identified by Porter in the Ottawa and Bangkok Charters has been echoed by a shift in the language used to describe the discipline and practice of health promotion within public health policy and programming in a number of countries.
In Canada the term 'population health' has gained ascendancy over the term 'health promotion' because, it is argued, it provides a depoliticized discourse consistent with the retreat of the welfare state in that country (Raphael, 2008; Robertson, 1998) . Since 1997, when 'New' Labour was elected to government in England, the hegemonic language shifted inexorably towards 'public health' or 'health improvement' (Scott-Samuel and Springett, 2007; Scott-Samuel and Wills, 2007) . Although the new commitment to public health was regarded as a largely positive development, it signalled the start of the decline in health promotion discourse (Scott-Samuel and Springett, 2007) . The disappearance of the discourse and professional recognition of the discipline of health promotion prompted one editorial to ask if health promotion in England was a corpse or just a sleeping beauty (Scott-Samuel and Wills, 2007) ? In Australia, the biomedical and individualized behavioural approach to health promotion has been historically dominant in public health policy (Fisher et al., 2016) . Although this traditional approach to health promotion is regarded as narrow and ineffective, particularly with respect to addressing the social determinants of health and health inequities (Fisher et al., 2016) , it nonetheless signifies some level of commitment to health promotion, albeit in a less than ideal form. However events in recent years in Australia, such as the almost complete obliteration of health promotion positions in Queensland and large scale changes in South Australia (though not in New South Wales and Victoria) suggest that health promotion may be disappearing from the government public health landscape, prompting the question, health promotion, health promotion, wherefore art thou health promotion?
Discourses on health and health promotion change over time and reflect the prevailing social, political and economic contexts and ideologies in which they are produced and maintained (Fisher et al., 2016; Robertson, 1998) . One of the major health topics attracting the attention of the media, industry and Governments in the last decade is that of body weight. Given the considerable emphasis on body weight in public health initiatives, this issue will be used to explore the position of health promotion within such initiatives.
The prevalence of people with a body mass index (BMI) (an index of the relationship between height and body mass) that are categorized as 'overweight' or 'obese' is reported to have increased rapidly throughout the world on a population wide basis (Anand and Yusuf, 2011; Campos et al., 2006) , and that everyone everywhere is at risk of becoming 'overweight' or 'obese' (Campos, 2004) . The use of such terms such as 'global', 'epidemic', 'pandemic' and 'globesity' have contributed to the notion that body weight is increasing exponentially and that these changes are sweeping through the populations of developed and developing countries alike (Caballero, 2007; Swinburn et al., 2011; World Health Organization, 2003) . Despite evidence that the prevalence of children, adolescents and adults in the 'obese' category stabilized around the turn of the 21st Century in many parts of the world (Olds et al., 2011; Rokholm et al., 2010) , the World Health Organization (WHO) and national governments of Australia and many other countries around the world continue to respond to the perceived 'obesity epidemic' with weight-related public health initiatives (World Health Organization, 2004) . The placement of body weight at the focal point of discourse about health is referred to as the 'weight-centred health paradigm' . This paradigm has become dominant in public health policy and programmes in the developed English speaking world. Most weight-related public health policies and programmes are enacted through the discipline of health promotion. However such policies and programmes have received little critique through a health promotion lens. Further to de Leeuw's lament that 'Rhetoric is a field of scholarship and study in the health promotion field that has received too little attention ' (de Leeuw, 2010) (p. 142) , in this study we sought to critically analyse the rhetoric and discourses in Australian Government weight-related public health initiatives (WR-PHI) to determine the representation of health promotion as a practice and a discipline within such initiatives.
RESEARCH DESIGN

Methodology
Critical discourse analysis (CDA) (Jacobs, 2006) was the methodology used in the study. CDA focuses on identifying the practices used by text producers to legitimize their knowledge claims and support their ideology (Sproule, 2006) . CDA assumes that power and ideology are transmitted through discourse, and therefore aims for a detailed critique of text to highlight the connection of text to ideology and the exercise of power. Such connections are often hidden, or appear neutral on the surface, but shape the representation of the content for particular ends. As a method, CDA has a structured three dimensional approach involving textual practice analysis (for lexicon) at the core, within the context of discursive practice analysis (for rhetorical and lexical strategies particularly with respect to claims-making), which falls within the context of social practice analysis (Jacobs, 2006) . Social practice analysis explores the role played by power and ideology in supporting or disturbing the discourse. Analysis explores how power is maintained in the text, how hegemonic is the discourse, and whether there is any evidence of inconsistency in the discourse (Jacobs, 2006; Machin and Mayr, 2012) . Analytic attention must therefore be paid to each of these dimensions. Given that texts may have meaning in all three dimensions, analysis across the dimensions was conducted simultaneously rather than in isolation or in a sequence from textual to discursive to social practice analysis.
Data collection
The texts chosen for analysis were documents describing weight-related public health initiatives from Australia. A web search was conducted for documents that met the following six inclusion criteria: (i) report, policy, programme, strategy or action plan; (ii) commissioned or produced by the Australian federal government or parliament; (iii) published between February 2013; (iv) . name, description or rationale of the document is explicitly focused on body weight as the primary or major issue; (v) population level focus; and (vi) freely available on the internet. The start date of 2003 was selected as this was the date when the Commonwealth, State and Territory Health Ministers first declared that 'overweight and obesity are significant public health problems that threaten the health gains made by Australians in the last century' (Australian Government, 2003) (p. i). References and links in documents that met the inclusion criteria were also searched. Searching continued until data saturation was reached and no new documents were found. Documents were excluded if they reported on the progress or evaluation of a weightrelated public health policy or program. Ten documents were retrieved that metal of the inclusion criteria.
Data analysis
This study used the eight stage analytical procedure outlined by Marshall and Rossman (1989) : organizing the data, immersion in the data, generating categories and themes, coding the data, writing analytical memos, offering interpretations, searching for alternative understanding, and writing the report. All documents were entered into NVivo data analysis software (QSR International Pty Ltd. Version 10, 2012). Using Machin and Mayr's framework (2012), analysis of documents involved examining the vocabulary, grammar, sentence structure, visuals and overall structure of the text for textual practices, discursive practices and social practices. Documents were examined for evidence of word connotations, overlexicalization, lexical suppression and lexical absence (Machin and Mayr, 2012) as well as other discourse strategies related to health promotion as a discipline and practice. Word connotations refer to the choice of words that place the events into a particular framework of reference or discourse. Overlexicalization refers to the use of a surfeit of repetitious, quasi-synonymous terms, overpersuasion or excessive description. Lexical suppression refers to the suppression of important terms, activities, elements or participants. Lexical absence refers to the absence of important terms, activities, elements or participants. Where the practices of overlexicalization and lexical suppression or absence were identified, the data were examined to determine if quantitative analysis of the usage of terms would yield a meaningful result. Statistical analysis involved calculating descriptive results of the number of times specific terms were used, and where appropriate, the proportion of the total. No statistical tests were conducted on the data.
The discourse practices and strategies used within the documents related to health promotion as a practice and a discipline are identified and discussed. A series of questions is then presented as a heuristic for developing the critical competence of health promotion practitioners and the general public with respect to the results presented. The heuristic for developing critical competence uses the 4Rs Model for Critical Reflection: recall, relive, reinterpret and respond (McKenzie, 2000) .
This study did not involve data collection from humans, therefore approval from the Human Research Ethics Committee was not required. All documents used in the study were available online to the public or through the university databases.
RESULTS AND DISCUSSION
Ten documents were retrieved for analysis ( Table 1 ). All of the Australia: The Healthiest Country by 2020 (hereafter referred to as AHC2020) documents except the AHC2020 Technical Report No 1 Obesity in Australia: a need for urgent action (hereafter referred to as the AHC2020 Obesity Technical Report) addressed three issues: obesity, tobacco use and alcohol use. The sections of each document specifically related to tobacco and alcohol use were not included in the analysis. All other sections were included.
From Healthy Weight 2008 forward, the textual practices of overlexicalization and lexical suppression were evident. Firstly, the term 'health promotion' was used sparingly, and in many instances it was coupled with the term 'illness prevention'. Neither term was used in the social marketing campaigns Measure Up or Swap It, Don't Stop It and therefore these documents were therefore excluded from further analysis. Secondly, terms relating to 'prevention' were used extensively throughout the documents. Excluding the use of prevention-related terms in the titles of the documents, there were 437 uses of the terms health promotion, illness prevention, disease prevention, preventive health and preventative health. Where used, each term was most likely to be used alone. Health promotion was used alone 51 times (12% of the total), and coupled with a prevention-oriented term 16 times (4% of the total). Half of these uses were in the AHC2020 Discussion paper, where the term health promotion/illness prevention was used throughout the document. For example:
Among its tasks, a national agency would ensure the delivery of a minimum set of evidence-based, illness prevention/health promotion programs that are accessible to all Australians (AHC2020 Discussion paper p. xiv) Subsequent AHC2020 documents including the AHC2020 National Preventative Health Strategy Overview Health promotion was used alone 40% of the time in the AHC2020 Obesity Technical Report. This is the highest rate of use of the term health promotion in any of the policy documents. The AHC2020 Obesity Technical Report included a detailed literature review of strategies designed to address the issue of obesity, and therefore included many studies that used the term health promotion. With the publication of the AHC2020 NPHS Overview and then the AHC2020 NPHS Roadmap, references to health promotion alone decreased to 15 and 11% respectively, demonstrating further lexical suppression. The hegemonic power of the prevention discourse grew further with the Government's response Taking Preventative Action, in which the term health promotion was used alone only 6% of the time and a prevention-focused term was used alone 92% of the time (Figure 1) .
A striking finding from this analysis was the dominance of use of the term 'preventive health' or 'preventative health', which draws on the biomedical concept of prevention but attempts to remove the disease connotation by coupling it with the term 'health'. The resulting term is nonsensical, as the goal of preventive health is not to prevent health, but to prevent illness, injury, disease and death. Thus, despite the attempt to present prevention as a positive concept by coupling it with the word health, it cannot escape its root meaning of avoidance of poor health. Notwithstanding the absolute dominance of the term preventive/preventative health in these Australian Government policy documents, perhaps the proximity of the term to oxymora has resulted in it gaining little traction elsewhere. That is not to say that prevention-related terms are not in use, but they are not the truncated version seen here, and hence make more literal sense.
Prevention-related terms that are widely used in the fields of clinical practice, public health and health promotion include preventive health behaviours/practices (behaviours or practices that contribute to prevention of health problems) (Chapman and Coups, 2006) ; preventative health education (specific process used to prevent health problems) (Whitehead et al., 2004) ; preventative health model (processes used to prevent health problems) (Kazak, 2006) ; preventive medicine (processes used to prevent health problems) (Rose, 2008) ; and preventive health care/services (services provided for the prevention of health problems) (Sabates and Feinstein, 2006) . But the scaled-back term 'preventive/preventative health' is unused almost anywhere else. The nonsensical nature of the term and the cognitive dissonance required to use it may account for its notable absence from health related policies or programs elsewhere, and confinement to Australian Government initiatives including those examined here, and the Preventative Health Research Flagship of the Commonwealth Scientific and Industrial Research Organization (CSIRO), Australia's national science agency (CSIRO, no date).
The textual practices of foregrounding the term prevention through overlexicalization, and backgrounding the term health promotion through lexical suppression served to invisibilize or remove recognition from health promotion as a discipline and practice, replace it with the reductionist biomedical health paradigm concept of disease (health) prevention, and characterize its professionals as the preventative health workforce. For example:
There are many very large tertiary institutions across Australia that act as educators of the preventative health workforce of the future (AHC2020 NPHS Overview p. 33) The Commonwealth Government has provided $500,000 for an audit of the preventative health workforce (Taking Preventative Action p. 33) Is health promotion on its way to becoming a corpse or is it a sleeping beauty? (Scott-Samuel and Wills, 2007) . If health promotion discourse is indeed just sleeping, at least in Australian Government weight-related policies and programs, analysis of the textual practice of word connotations in the documents provided some ideas about the source of its life-sustaining breath. Word connotations placed the term health promotion most frequently within the context of programs, strategies and activities. Indeed, of the 51 uses of health promotion alone, 37 of these (73%) occurred within this context. For example:
Through the Healthy Children Initiative, the Commonwealth Government will make $325.5 million available for states and territories to implement health promotion programs and activities in pre-schools, schools and child care settings. (Taking Preventative Action p. 13)
The remaining 27% of uses related to health promotion practitioners, foundations, associations and investment, the WHO definition of health promotion and mental health promotion. Within the context of programs, strategies and activities, the textual practice of word connotations placed the term health promotion most frequently within the specific context of the workplace. Of the 37 uses of the terms related to programs, strategies and activities, 20 of these refer to workplace health promotion. This represented 39% of the total uses of the term health promotion, which was by far the most common specific use of the term. In Weighing it up, there were four mentions of term health promotion, all of which were within the context of health promotion programs, strategies and activities. In the Weighing it up Government Response, there were also four mentions of the term health promotion, three of which were workplace health promotion, and one related to health promotion practitioners. In the three phases of action on 'obesity' in the AHC2020 NHPS Overview, the term health promotion appears twice, and both times as workplace health promotion:
Establish a national action research project to strengthen evidence of effective workplace health promotion programs in the Australian context (AHC2020 NPHS Overview p. 13) Learn from best practice and promote effective workplace health promotion programs throughout Australia (AHC2020 NPHS Overview p. 15)
The identification of various settings for 'preventative health' action was common across many of the documents. For example Healthy Weight 2008 identified a range of settings in which health promotion action would need to take place, including child care, schools, primary care services, family and community care services, neighbourhoods and community organizations, workplaces, food supply, and media and marketing. A similar range of settings was identified in the AHC2020 documents. However the specific language used to describe these health promoting settings was inconsistent. In fact workplace health promotion was the only settings-based term that was used, and other specific. settings-based terms such as health promoting schools, health promoting universities, health promoting health care services and healthy cities were completely absent. For example, when referring to the capacity of schools, instead of referring to the Health Promoting Schools approach, the AHC2020 NPHS Overview stated:
We need to create school environments that are supportive of good health, and in particular promote healthy eating and adequate physical activity, by providing programs and services that build skills and knowledge, and reach people in need. (AHC2020 NPHS Overview p. 32)
Workplace health promotion has a WHO programme to support it, a model of practice, national and international associations and professional journals dedicated to it. But likewise, there are WHO supported initiatives for health promoting schools, health promoting health care services and healthy cities. For example the health promoting schools program has an established model of practice, robust support structures, and national and local support in Australia provided by the Health Promoting Schools Association. So why was the term 'workplace health promotion' mentioned so frequently in the policy documents, and health promoting schools, or any other health promoting setting term was completely absent? One possible explanation may be drawn from the examination of the role of economic power as a social practice operating within the documents.
For-profit companies 'providing' workplace health promotion programs are prevalent in the Australian health promotion landscape, with many companies now claiming to provide health promotion programs to workplaces (PricewaterhouseCoopers, 2010) . These programs often consist of individual employee health risk assessment and health education, and therefore do not reflect the comprehensive workplace health promotion model of practice (Torp et al., 2011) . For-profit companies selling 'weight-loss' programmes are also tapping into workplaces as a major customer source and also focus their strategies on individuals and their behaviours. For example Weight Watchers has developed a weight loss programme for implementation in workplaces titled Health Solutions (Weight Watchers, 2013) , and has partnered with numerous health insurance providers in the USA to deliver weight loss programs within workplaces .
There is powerful economic incentive for a range of for-profit organizations to sell their 'health promotion' programmes to workplaces, and equally powerful economic, moral and social incentives for workplaces to institute workplace health promotion programmes (PricewaterhouseCoopers, 2010) . Other settings have the same economic, moral and social incentives to institute health promoting schools, health promoting health services and health promoting cities programs (World Health Organization, 2013), but there is little opportunity for profit-making 'health promotion providers' within these largely not-for-profit sectors, compared with the vast opportunity within the workplace sector. In the section of the AHC2020 NPHS Overview on developing strategic partnerships, workplace health promotion providers were the only settings-based providers specifically mentioned:
New partnerships can develop to improve the health of 10 million Australians in the workplace. These can be between private and public sector employers, insurers, health insurers, unions and workplace health promotion providers. (AHC2020 NPHS Overview p. 28)
In a neoliberal capitalist environment where the free market is valued, it would be expected that advocacy for workplace health promotion programmes from those with the greatest potential to make profit from such programmes would be stronger than advocacy for health promoting settings programs in schools, hospitals and cities, where there is less opportunity for profit-making. Baum and Fisher (2011, 2014) highlight the need to examine the 'increasing efforts of large corporations to influence health promotion policies of governments' (Baum and Fisher, 2011) (p. 323 ) and although they are referring more specifically to tobacco and food companies, the dominance of workplace health promotion to the exclusion of any other settings-based approaches may also reflect corporate efforts to influence government policy. From the documents analysed it was apparent that a number of for-profit organizations operating in workplaces took the opportunity to make submissions and/or appear before the hearings examined in this study. For example, Weight Watchers Australia made a written submission to the Parliamentary Inquiry on Obesity, appeared before the hearings, and was quoted in Weighing it up. The Weight Management Council, a peak body representing four of the largest weight loss companies in Australia, made a submission to the AHC2020 process.
Although it was beyond the scope of this study to examine the content of these submissions, let alone determine the relative contribution that these organizations made to advocating specifically for workplace health promotion versus other settings based health promotion, other studies have identified the power of industry to influence government policy. For example, Jenkin et al. (2011) examined the framing of submissions to the New Zealand inquiry into obesity and found that those from the marketing and food industries argued more strongly for health education strategies focused on individual behaviours, compared with submissions from the public health sector. Furthermore, Jenkin (2010) found that the strategies proposed in the industry submissions were disproportionately represented in subsequent Government food policy. To our knowledge, no studies have examined the role of the 'weight management' sector in influencing government policy and this is an area that requires further attention.
Through critical discourse analysis we identified the backgrounding of any health promotion discourse, be it critical or traditional, and the foregrounding of the prevention discourse that excluded any reference to health promotion. Prevention discourse was ascribed merit or value and was privileged at the expense of globally recognized health promotion discourse. This has significant implications for those on the receiving end of these policies and programs. For health promotion practitioners expected to work on preventive health initiatives, and for members of the public involved in or impacted by such initiatives, the preventive health discourse prompts a number of critical questions. Responding to Baum's call for all health promotion research to have a critical or change oriented focus (Baum, 2008) , as an output of this study we developed a set of reflective questions using the 4Rs Model for Critical Reflection (McKenzie, 2000) to assist in the development of critical competence about the preventive health discourse ( Table 2 ). The 4Rs Model includes four categories of questions: (i) Recall: What is your assessment of the current situation?; (ii) Relive: How do these recollections make you feel?; (iii) Reinterpret: What meaning do you make of the current situation and your feelings about it?; and (iv) Respond: What can/will you do now? The purpose of these questions is to provoke conversation and critical reflection on the utility, desirability, implications and consequences of the preventive health discourse.
Health promotion strategies would be expected to comprise the majority of the strategies in any major public health initiative. However, through the analysis we identified that the discipline of health promotion and the health promotion professionals that practice that discipline were backgrounded through the preventive health discourse. Even the broader term 'public health' was minimally represented in the documents. So who is it that is expected to do the work described in the initiatives? Judging from the description of the strategies, health promotion practitioners are expected to do much of the work, but are not given the professional courtesy of being named as such, and instead must be assumed to exist in the amorphous 'preventative health workforce'. There was no obvious rationale for the shift away from the internationally recognized health promotion terms, and de Leeuw (2010) suggests that the preventive health discourse may simply be the 'political craze of the day' in a general political environment that is swinging more toward liberal and neo-corporatist perspectives. This is consistent with Raphael's proposal that a similar shift from health promotion discourse to population health discourse in Canada provided a depoliticized discourse consistent with the retreat of the welfare state (Raphael, 2008) , and Fisher and Baum's analysis of Australian health policy as dominated by 'politically easier' individualized behavioural approaches for neoliberal governments (Fisher et al., 2016) . The origin of the term 'preventative health' is unclear-it simply appeared in announcement of the National Preventative Health Taskforce commissioned to develop the AHC2020 National Preventative Health Strategy. No explanation for the use of the term appeared in any of the documents, and it was presented as a given that this term was the most appropriate term to use. Baum and Fisher (2011) argue that the narrow terms of reference set for the National Preventative Health Taskforce meant that the National Preventative Health Strategy was inevitably focused on promoting individual behaviour change to address so-called 'lifestyle' risk factors, but this does not explain the limited use of the term 'health promotion' in the documents. Traditional health promotion is underpinned by the biomedical and behavioural models, but the term 'health promotion' is still used to describe this approach. Critical health promotion however, is concerned with inequity and access to the determinants of health, requiring strategies that are inherently political, and the backgrounding of health promotion and even public health discourse in favour of the more nebulous apolitical preventive health discourse may well have been a deliberate attempt to depoliticize the (unavoidably political) discipline of critical health promotion (Baum, 2008) . Whatever the reason, the documents analysed took up the preventive health baton with gusto, with barely a sideways glance at the health promotion and public health disciplines and practitioners that were marginalized in the process. Although the form of health promotion presented in the Bangkok Charter reflected this negative biomedical orientation, subsequent Charters such as the Nairobi Call to Action and the Adelaide Statement on Health in All Policies showed that 'a strong commitment from politicians and practitioners to a powerful positive health approach in all sectors and levels of society is possible and worth pursuing' (de Leeuw, 2010) (p. 142). However there was little evidence in Australian Government weight-related public health initiatives of a political agenda consistent with the positive concept of critical health promotion first espoused 30 years ago in the Ottawa Charter for Health Promotion and returned to in the Charters following Bangkok.
The study had a number of strengths and limitations. The study covered a decade from 2003 to 2013 in which weight-related public health initiatives were initiated by the Australian Government, and produced a set of reflective questions for critical competence for use by health promotion professionals and the general public.
The study did not include other documents such as program evaluation reports or submissions to the consultative processes, which may have provided additional insights. Additionally, the study did not include initiatives undertaken by other levels of Government or the non-Government sector and so the results cannot be generalized. The study results were constructed by us and are limited to our interpretation.
CONCLUSION
Through critical discourse analysis we identified the invisibilization of health promotion in favour of the biomedically defensive preventive health agenda in Australian Government weight-related public health initiatives. Further research is required on the extent of such changes in discourse in other sectors. The implications of such a shift in discourse on the perceptions and practice of those identifying as health promotion professionals and other people in the community need to be explored.
